ureterolysis/omental wrap procedure for presumed retroperitoneal fibrosis after failed medical management. Fibrosis was isolated to the region of a tortuous left iliac artery, which was likely due to trauma from a prior femoral artery catheterization during a cardiac procedure. The ureter was freed of fibrotic attachments and covered with an omental wrap. The patient did well for 1 year, but eventually developed recurrent ureteral obstruction with a 6cm mid/upper ureteral stricture requiring nephrostomy drainage and stent. He elected to undergo BMG ureteroplasty. For both robotic procedures, the patient was positioned in modified lateral decubitus lithotomy position with ports similar to a pyeloplasty. For the ureteroplasty, the mouth was prepped separately for BMG harvest. Ureteroscopy and near-infrared fluorescence were used to define the proximal and distal extent of the stricture. The stricture was measured and the BMG was harvested accordingly. A ureterotomy was made along the length of the stricture over the ureteroscopy. The BMG was sewn to the ureteral edges as an onlay patch. Ureteroscopy was used to confirm patency and a stent was placed. An omental wrap was sutured over the ureter and BMG for blood supply.
INTRODUCTION AND OBJECTIVES: The Studer type neobladder is an orthotopic vesical substitution alternative that provides a continent reservoir that works at low pressure and is easy to void. One possible complication of this diversion is the uretero-intestinal stenosis. The presence of vascular prosthesis can cause an inflammatory reaction that might affect the ureters. The standard treatment for the stenosis is the surgical repair. This ureteral reconstruction is a demanding surgery in the open approach. Robotic sugery enhaces vision of the surgical field while maintaining a high freedom of movement and facilitates a successful repair.
METHODS: We present the case of a 72-year-old male, with a history of hypertension, diabetes and hyperuricemia, who's urological history began in April 2015 with a Transurethral Resection of Bladder (TURB) that showed a High Grade cT1 bladder tumor and Carcinoma in situ (Cis) with an early recurrence. In November 2015, he underwent a Robotic Assisted Laparoscopic Radical Cystoprostatectomy with bilateral lymphadenectomy and Studer type Neobladder. After removing ureteral catheters (1 week after surgery) the patient present urinary leaks at the level of uretero-neovesical anastomosis. Bilateral Nephrostomy catheters where placed. After conservative treatment with ureteral catheters, an antegrade pyelography showed resolution of the urinary leaks but presence of bilateral distal ureteral stenosis In March 2016 the patient presented in the emergency room with severe bleeding due to a fistula between the left common iliac artery and the Studer neobladder, requiring percutaneous placement of two arterial prostheses. In April 2016, a Robotic Assisted Laparoscopic Bilateral ureteral reimplantation on Studer Neobladder was performed. Local Bioglue was used to cover the area of exposure of vascular prosthesis.
RESULTS: The surgical time was 210 minutes. The preoperative hemoglobin was 120 mg/dL and the postoperative one was 100 mg/dL.
No blood transfusions were necessary. There were no postoperative complications. The patient was discharged at the 8th day after surgery. Nephrostomies were removed 15 days after surgery.
CONCLUSIONS: Robot assisted surgery is a good approach for the treatment of ureterointestinal stenosis, even in cases of concomitant vascular disease.
Source of Funding: None

V10-04
EARLY ROBOTIC REPAIR OF MULTIFOCAL URETERAL PERFORATION AFTER URETEROSCOPY Andrew Radtke*, Kenneth Jacobsohn, Milwaukee, WI INTRODUCTION AND OBJECTIVES: As urologists become more comfortable with robotic surgery, new techniques surface. Minimally invasive approaches for management of iatrogenic ureteral injuries, mostly secondary to gynecologic procedures, have been described previously. Traditional conservative management of ureteral injury, including stent placement, nephrostomy tube, or delayed repair can be morbid and require significant patience on behalf of both the patient and surgeon with potential for a prolonged course to definitive repair. We present a case which demonstrates the feasibility of early robotic repair of a multifocal ureteral injury within 24 hours of ureteroscopic insult, expediting resolution of the patient's injury.
METHODS: A 73-year-old male was transferred to our institution with a reported ureteral avlusion with subsequent failure to place a stent or nephrostomy tube. We performed our own retrograde pyelogram and identified what appeared to be a devastating injury to the mid ureter. We were fortunate to pass a wire across the injuries, and a stent was placed to aid with intraoperative identification. A 4port laparoscopic robotic approach was taken to identify the left kidney and subsequently the left ureter. Gentle dissection around the ureter in the area concerning for injury identified two separate full thickness injuries. The ureter was repaired using running absorbable suture in a tension free, watertight fashion. A drain was placed in the vicinity of the repair bed.
RESULTS: The patient's discharge was delayed due to postoperative fevers. Workup was negative. He was ultimately discharged with a stent and Foley catheter in place on postoperative day 3. The Foley catheter was removed on postoperative day 7. He underwent cystoscopy with stent removal and retrograde pyelogram 4 weeks after surgery, which revealed a patent ureter. Renal ultrasound at 6 weeks demonstrated no hydronephrosis, and the patient is asymptomatic.
CONCLUSIONS: Based on our initial experience, early robotic repair is a safe and effective modality for management of iatrogenic ureteral injury. The approach and principles of reconstruction are similar to already established techniques. In this case, it also allowed for simultaneous management of the patient's ureteral stone disease. The initial increased risk of proceeding to a more invasive treatment modality is likely offset by the shortened timeline to stent or nephrostomy tube free status. Further investigation of this approach as well as evaluation of long term outcomes will be critical to establishing this as a standard option for management of iatrogenic ureteral injuries. Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 THE JOURNAL OF UROLOGY â e1199 devascularization, fibrosis with renal fixation, and dense stricture formation. A high rate of recurrence leads to progressively complex repairs. Herein, we present the use of buccal mucosal graft (BMG) in a salvage robotic laparoscopic pyeloplasty in the management of recurrent UPJ obstruction. METHODS: We present two patients with recurrent left UPJ obstruction. Both previously underwent multiple failed open or robotic pyleoplasties, attempted endoscopic treatment and subsequent management with ureteral stent exchanges. At the time of surgery patients were placed in left lateral flank position and a Foley catheter inserted. Transperitoneal access was obtained with a Veress needle. Extensive adhesiolysis was required. The colon was reflected medially, the kidney, ureter and renal pelvis were exposed and the UPJ identified. The area surrounding the UPJ and proximal ureter were circumferentially dissected. The UPJ was entered and the ureter incised longitudinally from the renal pelvis until healthy, normal caliber ureter was demonstrated distally, with spatulation for at least 1 cm on either end. The defects were measured and found to be 3.5 and 4 cm. 8 Fr double J ureteral stents were placed. Single buccal grafts were harvested from the right inner cheek and measured for the length of the stricture and 1.5-2cm wide. A stay suture was placed to maintain orientation and minimize handling of the ureteral tissue. The graft was delivered to the abdomen and placed as an anterior onlay, over the ureteral and UPJ defect, with two 4-0 running Vicryl sutures. The tension free repair and surgical field was wrapped in omentum after confirming a water tight anastomosis. A JP drain was placed.
RESULTS: Operative times were 280 and 411 minutes. Estimated blood loss was 25-50 mls. The hospital stay was 2 days. Foley catheters and JP drains were removed in the immediate post-operative period. The ureteral stents were removed at 6 and 9 weeks, with retrograde pyelograms confirming patency. Both patients have been asymptomatic since stent removal and anticipate follow-up functional renal scans with Lasix in 6 months.
CONCLUSIONS: Robotic salvage pyeloplasty with BMG is an attractive alternative technique in the management of recurrent UPJ obstruction demonstrating a tension free, water tight and patent repair. Short term follow up has demonstrated that it is an effective and feasible approach when compared to more extensive and invasive surgical procedures.
Source of Funding: none
V10-06
ROBOTIC-ASSISTED LAPAROSCOPIC CALYCEAL DIVERTICULECTOMY
Hugh Smith*, Nathan Jung, Juan Class, Amar Singh, Darryl Turner, Dana Butler, Chris Keel, Chattanooga, TN INTRODUCTION AND OBJECTIVES: A calyceal diverticulum is a cystic cavity within the kidney that is lined by transitional epithelium and communicates with a calyx, or less commonly, with the renal pelvis. A calyceal diverticulum forms as a result of the failure of the degeneration of the ureteric bud. 0.2 e 0.5% are congenital; 40% are associated with calculi. This is a video demonstrating a robot assisted laparoscopic calyceal diverticulectomy.
METHODS: This video demonstrates two cases of robotic calyceal diverticulectomy the first patient is a 19 year-old caucasian female and the second patient is a 25 year-old caucasian female. Who both had sudden onset of flank pain and abdominal pain. Initial work up was consistent with infection; however on repeat imaging, both patients were found to have a calyceal diverticulum. Both patients underwent a robot assisted laparoscopic diverticulectomy. Initial dissection was similar to a partial nephrectomy with mobilization of the large bowel and exposure of the renal hilum. The diverticulum is then incised, drained, and excised to the infundibulum to prevent recurrence. Any remaining urothelium was fulgurated.
RESULTS: Both patients who underwent a robot assisted laparoscopic calyceal diverticulectomy are complication and re-admission free to date. CONCLUSIONS: Robotic-assisted laparoscopic calyceal diverticulectomy is a feasible and safe option in the management of large persistent calyceal diverticulum. Some strictures can be managed endoscopically but many require revision of the uretero-ileal anastomosis. With increased utilization of robotic radical cystectomy we have started revising these strictures with a robotic approach as well.
Source of Funding: None
METHODS: From September 2014 -October 2016 we have performed 75 robotic radical cystectomies with 60 undergoing robotic intracorporeal ileal conduit urinary diversion. We found 6 patients that developed a uretero-ileal stricture. In the following video we highlight the technique for robotic revision of a right-sided uretero-ileal anastomotic stricuture in a patient following prior robotic radical cystectomy and intracorporeal ileal conduit urinary diversion.
RESULTS: Our uretero-ileal anastomotic stricture rate following robotic radical cystectomy with intracorporeal conduit urinary diversion was 10%. Of these four were involving the left and two were involving the right ureter. Three patients were able to be managed with endoscopic dilation and three patients required revision of their uretero-ileal anastamotic stricture. All 3 patients were able to be managed with robotic uretero-ileal anastomotic revision. Mean time to diagnosis of stricture was 182 days. For the patient in the video operative time was 62 minutes, EBL was 100cc, and length of stay was 1 day. The other two patients had other concomitant operations (parastomal hernia repair in one and takedown of pre-existing colon conduit in another) that significantly impacted operative time and length of stay and were not including in analysis of perioperative outcomes.
CONCLUSIONS: Uretero-ileal anastomotic strictures following robotic radical cystectomy and intracorporeal conduit urinary diversion can safely and effectively be managed with a robotic approach.
Source of Funding: none
V10-08 TOTAL LAPAROSCOPIC URETERAL SUBSTITUTION USING APPENDIX Paulo Medeiros*, Cesar Britto, Daniel Ferreira, Maurício J unior, Rodolfo Alves, Ronnie Lima, Thiago Grossi, Carla Santos, John Heyder Galvão, Natal RN, Brazil INTRODUCTION AND OBJECTIVES: Complex ureteral injuries have challenging repair, involving renal autotransplantation or ureteral substitution, which was first described in 1911, using bowel segments (Shoemaker), and in 1912, using the appendix (Melkianof). We report a post-pyeloplasty complex ureteral injury that was laparoscopically repaired by an appendix interposition.
METHODS: A 17 year-old boy with right ureteropelvic junction (UPJ) obstruction was scheduled for pyeloplasty. During surgery, an obstruction on the ureterovesical junction was discovered, making impossible the use of a double-J stent, causing local trauma. So, Anderson-Hynes pyeloplasty was performed and he was left only with a nephrostomy tube. Twenty days later, an anterograde pyelogram demonstrated a stricture on the UPJ level. A cystoscopy showed a scar on right ureteral meatus. It was impossible to identify the right ureteral e1200 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 
